wounds that can lead to both bony and soft tissue injuries. With almost 2 million head injuries annually in the United States, alcohol is a contributing factor in almost 50% of the cases. It is reported that 11% of these patients suffer some form of maxillofacial injury that requires operative intervention. 5 
Initial Management
Facial injuries are rarely life-threatening; yet there should be high suspicion based on the mechanism and energy impact of the injury. Thus it is easier to begin with indicators to alert the astute practitioner toward these events. Initially, every exam of a trauma patient should follow a systematic approach, typically utilizing the ATLS (Advanced Trauma Life Support) protocol. Facial injuries in particular should have the examiner on the lookout for airway compromise, uncontrolled hemorrhage and aspiration, as well as concomitant neurologic injury. Undiagnosed, these conditions can have disastrous outcomes.
Airway
Airway compromise can occur as a result of direct injury, edema, hemorrhage, or even foreign bodies (►Fig. 1). Making it more complicated is the fact that up to 5% of facial trauma patients has injuries to the cervical spine. 6, 7 When there is a question regarding the need for intubation, there should be a low threshold for securing the airway. Blind intubation, either orally or nasally, carries with it a risk for exacerbating an already delicate situation. Fiberoptic or GlideScope (Verathon) intubation by a skilled practitioner may avoid further complications and can provide immediate confirmation of tracheal placement. In the case of impaired visualization and a quickly deteriorating patient, emergent cricothyroidotomy or tracheostomy is an option, albeit a less superior one (►Fig. 2). Tracheostomy in the controlled environment of an operating room has much better outcomes, but either procedure has become more rare due to the advances in technology and routes for airway control.
Hemorrhage
Profuse hemorrhage can occasionally be the result of maxillofacial injuries. After ruling out other possible sources during the primary survey, it can be addressed in a timely fashion. Typically, these injuries are the result of upper midface fractures or nasoethmoidal fractures in which sinus vessels are transected. Anteroposterior packing will control the bleeding in most cases. The need for intermaxillary Keywords ► facial trauma ► initial assessment ► facial evaluation
Abstract
The care of the facial trauma patient continues to evolve in the ever-changing face of medicine. Patients can be reassured that their care is managed by a variety of specialists knowledgeable in the assessment and management of complex facial injuries. Thanks in part to advances in imaging modalities, bone fixation techniques and technology, and a wider array of reconstructive procedures, the foundation upon which the reconstructive ladder of facial injuries rests continues to expand. The overall goal of repair is a return to a preinjury state of form and function.
fixation should be considered for LeFort fractures when there is profuse bleeding and failure to control hemorrhage with packing alone.
Of course, bleeding could also stem from the base of the skull, in which case, once the patient is stabilized enough, angiography should be performed with appropriate embolization of the offending vessels. If all of these measures fail, ligation of the external carotid and/or superficial temporal artery can tamponade blood flow to the internal maxillary and nasal branches. 
Neurologic Injury
The mechanism of injury for facial injuries is typically caused by a large amount of force. Because there are a multitude of organs and structures that may be involved, interdisciplinary care has become the standard. Some injuries take precedence over others when discussing the timing of repair. In one series of over 1,000 patients with facial fractures, almost 80% were associated with some form of traumatic brain injury. Generally, head injuries are not a contraindication to the repair of facial trauma, based on the assumption that the neurologic trauma is stable and not worsening. The timing of fracture repair is delayed until the neurologic injury is stabilized and serial clinical neurologic examinations are not needed. 10 Difficulty arises with an unconscious patient,
as it is notoriously difficult to predict when there is any improvement. Delay of early operative intervention (< 2 weeks) may make repair difficult.
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In addition to brain injuries, 3 to 5% of patients with facial trauma are found to have a cervical spine injury. 6, 7 Until the C-spine is cleared radiologically and clinically, precautions must be made during the perioperative period. This is especially important during transport and positioning for surgery.
Evaluation
A thorough evaluation of a patient's injuries is essential when making the determination to proceed to surgery. As part of the primary survey, a brief but detailed history may be obtained, including the timing and mechanism of the injury, and any previous treatment. Furthermore, any previous history of adjacent trauma should be ascertained. The initial consultation, after the primary survey has been completed, should encompass the following details:
• The location and extent of injuries • The total of facial structures injured • The bony fracture or loss • The soft tissue loss • Dentoalveolar injuries and occlusion
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The full extent of some injuries may not be obvious during the initial assessment; serial exams may be necessary as hemorrhage, swelling, or other bodily injuries are identified. A more detailed examination may be performed in a delayed setting as new information unfolds.
The examination should begin in a systematic fashion; an overall inspection of the face will reveal any asymmetry, contusions, swelling, or hemorrhage. Frequently, asymmetry may be hidden due to facial edema. Exposure is critical, so debris must be cleared first. Palpation of the entire face will delineate any step-offs or instability from the underlying skeleton. Again, a top-down approach will make the examination more efficient and focused. The practitioner should not be distracted by the obvious injuries as this could mask less obvious but more significant problems. Soft tissue injuries should be noted, and any vital structures within range tested; for example, a deep cheek laceration should prompt a test for Stensen's duct. Similarly, cranial nerves should be examined for any deficits.
Next, a complete ocular exam should be given. Previous visual disturbances can be ascertained if the patient is cooperative. Visual acuity, anterior chamber inspection, visual field testing, pupillary reflexes, light perception, and extraocular movements can be tested quickly and efficiently. If there is any concern for ocular injury, an ophthalmologic consultation is recommended. Difficulty arises when the patient cannot or will not cooperate. Documentation is key, as postinjury states may be difficult to discern from postoperative complications.
Canthal attachments should be assessed for stability, and the nose and septum should be palpated and inspected for irregularity and signs of fracture. Motor and sensorium to the face should be evaluated. The oral cavity should be inspected for malocclusion, as well as any lacerations, foreign bodies, or dentoalveolar damage. The mandible should be examined and palpated for any step-offs or injury.
Once the evaluation is completed and any emergent issues identified and stabilized, radiographic images are performed. The gold standard is quickly becoming high-resolution computed tomography (CT) scans using 1-mm cuts with the ability to format in three dimensions (►Figs. 3-5). The facial skeleton and its myriad of fractures can be visualized in an easy-to-see and understand manner, which makes CT scans an ideal teaching adjunct for describing these complex injuries.
As part of the history, preinjury photographs are invaluable in the decision-making process, as is proper photo documentation of the extent of current damage. They may prove to be quite beneficial in the treatment of secondary deformities, and as such, photographic consent should be obtained on a routine basis.
10 This is quite easy now with the widespread adoption of smartphones and the electronic medical record.
Diagnosis/Planning
Once the history, physical examination, radiographs, and appropriate consultations have been completed, a complete list of facial injuries can be created. A treatment or surgical plan is outlined, with clinical judgment a crucial factor in the determination of the indications for and timing of surgery. This analysis should focus on the method of airway protection, exposure of the injured pieces, the mobilization and reduction of fracture fragments, the method of bony fixation, the need for additional bone grafting, and the repair of soft tissue injuries and resuspension to the bony skeleton.
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Using techniques gained from other aspects of craniofacial surgery, incisions can be placed so that the resultant scars are well-hidden. Existing lacerations are also used to expose the fractures. An open discussion with the anesthesia team before starting the case will decrease delays. The type of airway that is needed should be assessed, as well as its security for the duration of the operation. Any need for blood transfusion as well as intravenous access should be a part of the analysis. All of the necessary equipment and staff should be readily available prior to the start of the operation; the evolution of intraoperative teams of experienced anesthesiologists, nursing staff, and surgical technicians-surgical teams-have provided improved outcomes as patients can be managed more efficiently, safely, and cost effectively. 
Conclusion
Facial injuries can be a devastating ordeal for patients and families. The vast improvement in prehospital care has resulted in typically more-severe craniomaxillofacial injuries being managed by the plastic surgeon. The management of facial fractures has evolved so that a multidisciplinary team is best equipped to deal with ongoing issues. The challenge arises in the patient with concomitant injuries as to the appropriate timing and execution of the operative plan. Of course, the plan begins with an adequate initial evaluation and diagnosis. Good communication with the patient and family is crucial to success. It is important to relay the severity of the injuries as well as the prognosis, as they may have a misunderstanding as to what can be accomplished. Close follow-up is necessary to offset any potential complications and unintended sequelae.
